Many older anaesthetists recall being rostered for continuous duty for 72 hours at a time, or even longer. Some sleep was possible but the facilities for this were often less than satisfactory. Contemporary industrial agreements have substantially reduced the hours junior doctors are permitted to work, but these do not apply to senior doctors. Currently in small centres, specialist anaesthetists may face frequent call and no relief for daytime duties after nights spent working in the hospital. Despite guidelines to the contrary 1 , this can create considerable pressure to continue with elective work when sleep deprived. Even in larger centres some senior anaesthetists work very long hours. In New Zealand, although more trainees (71%) than specialists (58%) reported having recently exceeded their self-defined safety-limits for continuous administration of anaesthesia, the average work week reported was longer for specialists (95 hours) than trainees (70 hours) 2 .
There is ample evidence that fatigue impairs performance. After 17 hours of wakefulness, this impairment is equivalent to that seen with a blood alcohol of 0.05%-the upper legal limit for driving in Australia 3 . However, not everyone is convinced that non-task relevant vigilance tests commonly used in research, such as the psychomotor vigilance task (PVT), have much to do with the provision of anaesthesia. More task-specific evidence is available in relation to certain occupations, notably driving 4 and flying aircraft 5 , but there is little available for anaesthesia. Definitive evidence that fatigue affects safety in anaesthesia may in fact be difficult to get. Howard et al showed impairment in PVT, mood and subjective sleepiness in subjects commencing a simulated anaesthetic after 25 hours of wakefulness but they were unable to detect any difference in clinical performance despite some of the fatigued subjects actually falling asleep 6 . This finding may be attributable to a problem of power-simulation studies are complex and practising anaesthesia is not like driving a car: the chance of an accident during any one episode of brief inattention is low. However, as with driving, accidents when they do occur tend to be very serious.
In this edition of the Journal, Griffiths et al report a study evaluating cognitive performance in anaesthetic registrars before and after a series of seven consecutive day shifts and seven consecutive night shifts 7 . The study was small and some participants failed to complete all the tests. Nevertheless, as the week pro-gressed, a significant decline in performance was demonstrated with a standard computerized battery of cognitive tests (Cogstate 8 ), which manifest as a reduction in the speed of detection and identification tasks at the end of the night shifts. This deterioration was detectable after more than two consecutive nights. Accuracy was near perfect in all tasks tested at all times, with no deterioration in speed at the start of night shifts.
This study adds to other evidence that is clearly relevant for anaesthetists. It is important that anaesthetists interact appropriately with patients and other members of the clinical team (who may also be fatigued), and the association of sleep-deprivation with emotional lability is well established 9 . In studies involving interns in intensive care, reducing total weekly hours to less than 80 and the length of a single shift to a maximum of 16 hours reduced attentional failures by half 10 and serious medical errors by 35.9% 11 . These compelling data would be applicable at least to those aspects of anaesthesia that relate to patient assessment and management decisions.
Fatigue also causes harm outside the working environment. Resident doctors working shifts of 24 hours or longer are 2.3 times more likely to have a motor vehicle crash following these shifts than those working less than 24 hours, the risk of a crash increasing 16.2% per month after each extended 24 hour shift 12 . Fatigue and shift work have both been associated with longer-term risks to health 13 . Family life may be adversely affected by long hours at work, particularly since this is likely to mean that one will be tired for a high proportion of the limited time spent at home.
What should be done? It is clear that regulation (through industrial agreements) has led to a more reasonable approach to work hours for juniors. The time has come to consider appropriate rules for senior doctors, but the difficulty lies in deciding what is in fact appropriate. Continuity of care becomes more difficult as work hours are increasingly curtailed and so does the development and maintenance of expertise 14 . Economics are also relevant: the health budget is not unlimited and the long hours worked by some doctors may be driven by personal financial considerations. Furthermore, the problem of impaired performance is not uni-dimensional. Circadian phase (or biological clock time), the period of wakefulness, prior sleep duration and Editorial Fatigue and the Anaesthetist Anaesth Intensive Care 2006; 34: 577-578 sleep inertia all influence alertness and performance 15 . Ill health and the distraction arising from personal problems, such as discord at home, can also play a role.
A major contribution of the study by Griffiths et al is the demonstration of a progressive effect on cognitive performance over several nights. It is likely that circadian disruption is relevant to this finding as well as cumulative sleep debt 16 . In theory, treating night shifts as a new time zone and allowing long, uninterrupted stretches of nights should reduce the impact of circadian desynchrony on performance. In practice, however, it takes several days to adjust to a new 'time zone' and adaptation to 'night life' is not easy in a normal social environment. Furthermore, at the end of a stretch of nights it is necessary to adjust back to days. Thus many experts advocate keeping the number of consecutive nights on a shift to a minimum. This study suggests that even three days may be too many. It is equally clear that single shifts of over 16 hours duration are undesirable 10, 11 . The best option may be single overnight shifts limited to 16 hours combined with reasonable limits to total time worked per week.
Other countermeasures to fatigue are also important. These include the use of naps and adequate facilities for sleep when opportunities arise. In the airline industry, scheduled napping is commonplace and is associated with improved performance and decreased fatigue 17 . Stimulants may also have a role: currently caffeine is probably the relevant stimulant for anaesthetists, but modafinil shows promise 18 .
Ultimately, the provision of health care should be patient-centred 19 . Eighty-six per cent of respondents in a National Sleep Foundation survey conducted in the US indicated anxiety about their safety if their surgeon had been awake for more than 24 hours and 70% would ask for a different doctor 20 . It would be disappointing if they were not equally worried about their anaesthetist. More context-specific research like that of Griffiths et al is still needed, but we are past the point of reasonable denial that fatigue matters. This has been acknowledged by the Australian and New Zealand College of Anaesthetists 1 , the Australian Medical Association 21 and many other organizations. In responding to the risks of fatigue, we need to institute measures that genuinely reflect the evidence. In this regard there is room for improvement.
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